describe a patient with symptoms of intermittent claudication which were ascribed to ergotamine abuse.
A 39-year-old woman was admitted to the hospital with an eight-month history of progressive intermittent claudication. During the previous year her usual episodic migraines had been turning into a chronic daily headache. She had been taking 4 mg of ergotamine tartrate rectally each day. No pulses were detected in the lower limbs, and bruits were heard over the femoral arteries. The remainder of the history and clinical examination were unremarkable.
An angiogram showed a marked reduction of the lumen of medium-sized vessels of the extremities (figure 1 A 14-year-old boy with severe ulcerative colitis responded initially to medical treatment with coliform enemata, prednisolone, and mesalazine. However, one month later he was admitted with gross rectal bleeding and generalised peritonitis, and underwent total colectomy and ileostomy, leaving the rectal stump. He was treated with cefuroxime and metronidazole, and hydrocortisone was continued. Postoperatively, he developed an obstruction at the ileostomy site which was relieved by a second laparotomy, during which a gastronomy tube was inserted because he had been unable to tolerate a nasogastric tube.
He continued to have gastric drainage, although the ileostomy was functioning well, and he was commenced on total parenteral nutrition. He remained on cefuroxime, metronidazole and hydrocortisone, with the addition of topical antifungals for oral candidiasis. Eight days later, he developed generalised peritonitis, and underwent a further laparotomy. No perforation was found, only small bowel adhesions. In freeing these, the serosa was damaged and a 10-cm length of small bowel resected. Routine histological examination revealed serosal adhesions coated with an inflammatory exudate, with colonies of fungal hyphae and yeast forms. A diagnosis of fungal peritonitis was made, and Candida albicans was subsequently isolated from a rectal swab, gastronomy fluid, pus from the laparotomy wound, a catheter specimen of urine and a mouth swab. Blood cultures remained negative.
In view of his precarious state and continuing hypokalaemia, liposomal amphotericin B (AmBisome) was started at a dose of 3 mg/kg/day. During the next three weeks he continued to improve, and he was discharged home on a 10-day course of oral fluconazole, 200 mg daily.
Candida peritonitis is a rare complication of gastrointestinal surgery, with a reported mortality of 34%,' and therefore a high index of clinical suspicion is essential. Deep candidal infection has been reported as being more likely to occur in patients with a history of multiple laparotomies, prolonged antibiotic treatment, small bowel operations, parenteral nutrition2 or gastronomies.3 The immuno-suppressive treatment he was on for ulcerative colitis was a significant risk factor for deepseated fungal infection and, in retrospect, the diagnosis could perhaps have been suspected earlier.
Prompt treatment and early diagnosis is critical, but as this case illustrates, it can be very difficult. Apart from oral candidiasis, there was nothing to raise the suspicion of a fungal peritonitis. Without the third laparotomy, the diagnosis would not have been considered until Candida was demonstrated from peripheral sites seven days later.
Serodiagnosis of candidal infection can be difficult. Candida antigen detection is specific, and can help distinguish colonised from systemically infected patients, but sensitivity can be low. Follow-up of mycoplasma pneumonia Sir, I was interested to read the learning points tabled in Dr Shah's useful paper' on adult respiratory distress syndrome due to mycoplasma pneumonia. They did not mention follow-up of this acute condition.
In 1973 my late wife developed respiratory distress shown to be due to mycoplasma pneumonia. It cleared rapidly on treatment and three months later a chest X-ray was normal. A year later another severe respiratory infection led to a further chest X-ray and this showed widespread deposits from primary adenocarcinoma of the lung. This, of course, is anecdotal evidence, but I think you will understand why I personally feel that such a respiratory infection occurring in a previously healthy subject should be followed up very carefully for at least a year or two after the event.
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